ABSTRACT
During the course, a range of professionals including coroners, paediatricians, paediatric registrars and perinatal pathologists provided insights into their roles and responsibilities in relation to the child death review process. Whilst There is in no way any suggestion that the practitioners were unaffected by events, I reflected upon how "clinical" and emotionally detached the narratives appeared. My reflection began to focus on how such accounts would potentially contrast with those of "nonmedical" personnel or parents who had experienced the loss of a child.
Whilst not in any way seeking to minimise the potential trauma associated with the death of a child, it is fair to surmise that serious injury and death, however tragic, are an expected and unfortunately regular occurrence within an accident and emergency department or special care neonatal unit. Even within some areas of social work practice, for example a palliative care or children's disability setting, the death of a client is an unwelcome, yet not unexpected occurrence. However, within statutory children and families social work departments such events represent the extreme "sharp end" and thankfully rare aspects of professional practice, and the sudden, unexpected and often violent nature of the child's death potentially culminates in increased feeling of stress and trauma for social work practitioners involved.
Based upon my own personal and professional experiences, I developed the opinion that a research project that explored the lived, "human" experience of social worker involvement in cases of fatal child abuse could potentially make a contribution to several areas of social work practice. My aim was to step outside of the formal, procedurally driven review process and explore in detail the "lifeworld" of those involved.
LITERATURE REVIEW Fatal Child Abuse and the Media
As early as the denunciation of the social work practice of Diana Lees in the case of Maria Colwell (Corby, 1993) through to the more recent tragedies involving Victoria Climbie (Laming, 2003) and Peter Connelly, there has been a continual media vilification of social work practice, resulting in what Goddard and Liddell (1995, p.357) describe as "child abuse and child abuse issues being largely examined through the lens of moral panic". Wilby's (2008) study examining the media portrayal of social work reveals the extent to which some media publications will seek to highlight both individual social worker and agency failings. Such media reports have extended to publicly naming the individual practitioners involved; the names of Lisa Arthurworrey, Sharon Shoesmith, are now synonymous with perceived poor practice and symbolise the human faces of what are perceived to be both individual and systemic failures.
Fatal Child Abuse and the Social Worker
Literature directly relating to social worker experience of fatal child abuse reveals surprisingly little research and in particular, very little British research,has been conducted in this area. Some of the earliest insights into the subject are provided by Olive Stevenson, whose 1979 reflections on her involvement in child abuse inquiries, among them the Maria Colwell inquiry, acknowledges that "the launching of an inquiry is like casting a huge stone in a pond. The ripples spread outward often involving many who do not expect it and more important, in ways they did not anticipate (Stevenson, 1979, p.3) . It is perhaps the meta-analysis of 35 English and Welsh, child abuse enquiry reports undertaken by Reder et al (1993) that begins to show the impact of cases of fatal child abuse upon social work practitioners. Known as the "Beyond Blame" project, the research is "an attempt to get beyond the blaming stance often adopted when children known to statutory agencies die at the hands of their caretakers" (Reder et al, 1993, p.1) .
Although focussing predominantly upon the analysis of the systems operating within child protection tragedies, Reder's study begins with the recognition that "not only does the death of a child horrify us but front line professionals, especially social workers, have become extremely sensitive to the critical and often mindless rage that is heaped upon them at the news that a another child known to statutory services has died (ibid)".
Stress, Trauma and Support
It is difficult to imagine a more tragic event than the death of a child. Even when the death is expected, for example as a result of terminal illness, it is not purely the loss of the child themselves but the loss of the son, daughter, brother, sister, footballer and dancer to be that we may mourn. It is the irretrievable loss of promise, it is the end of potential, it is the establishment of an "empty historical track" Klass (1988, p.13) . Regehr and Chau's (2002) study begins to provide some insight into the personal impact of child deaths upon social work practitioners. An important feature of the study, is its acknowledgement of the sweeping impact of child deaths and of how the predominantly negative repercussions associated with the tragedies, permeate at individual, agency and community levels, ultimately influencing and increasing negative media perceptions and exacerbating the policing functions of child welfare practice. The study also acknowledges that despite having a significant and predominantly negative impact upon several aspects of social work practice and social work practitioners, "no studies have focused on the impact of child death reviews on child welfare workers" (ibid, p.888).
Gustavsson and MacEacheron's, (2002) study begins to examine how the sudden, unexpected death of a child may be more difficult for the worker involved due to such factors as the traumatic nature of the death and the fact that the worker may have no time in which to prepare for the loss. Although referring to the suicide of children known to social services, the study reveals how existing feelings of guilt and sadness experienced by the social worker may be further compounded by the reactions and responses of significant others. Not only is the worker involved confronted by his or her own emotional responses to the incident but also a situation where "professional judgement is questioned as workers wonder how they missed the warning signs" (Gustavsson and MacEachron, 2002, p.908 
The Child Protection System
The Munro review of Child protection (Munro, 2011) lends weight to the view that current child protection system is overwhelmingly process and target driven while at the same placing unrealistic and narrow expectations upon social work practice. The Overall, the literature review reveals a general acceptance amongst researchers that there is a lack of research relating to the experiences of social workers involved in cases of fatal child abuse. In addition, surveys of social work practitioners indicate that the current overall working environment is far from ideal and falls short of the nurturing, supportive workplaces which are conducive to fostering and developing safe and effective working practices. Many of the studies cited provide telling insights into the subject yet overall the voices of the practitioners involved are notably silent.
METHODOLOGY

A phenomenological research paradigm and in particular Interpretative
Phenomenological Analysis (IPA) has been chosen as it represents an "interpretive, qualitative form of research that seeks to study phenomena that are perceived or experienced. Offering a means by which to identify the essences of the experience" (Gelling, 2012, p.13) . A particularly relevant feature of phenomenological research methods is the commitment "to take the researcher into the unknown about a particular life event such that the knowledge gained adds significantly to the body of knowledge about the phenomenon and will open new avenues of research to help humans gain a better understanding of themselves and their relationship to the world" Turner, 2009 ).
The research study involved semi-structured interviews with four social workers who have been directly involved in case of fatal child abuse. Interviewees were required to be qualified social workers who were practising social workers in the UK at the time of the child's death. All Interviewees were required to have been working as the worker or co-worker with the child and their family, before, during and after the child's death. No restrictions were placed on the timing of involvement with the child and family, or on the time that had passed since the child's death. Although the child death review process and the lived experience of the social workers involved within the process are discussed during the interview, it was deemed not to be essential that all of the social workers who were recruited were involved in a review.
Not all cases of fatal child abuse are subjected to review and potentially significant amounts of valuable information may be lost by the imposition of such criteria.
Pseudonyms for interviewees and individuals are used throughout the entire research process.
Using the transcribed interviews as data, the researcher identifies "emergent themes". Such emergent themes consist of recurring thoughts, images, feelings, The study aimed to provide a holistic, in-depth account and analysis of the social workers experiences in relation to:
 The perceptions of their relationships with and the assessments of the children and families involved in the study;
 The feelings and emotions associated with hearing about the children's deaths and how events impacted upon the workers in both long and short term and personal and professional contexts;
 The social workers' perceptions of the support and supervision they and their colleagues received post event;
 The social workers' experiences of participating in a review or inquiries into the children's deaths.
Ethical Considerations
Prior to undertaking the research project and in line with University policy, a full research proposal outlining the research aims, objectives, methodology and ethical considerations was submitted and approved by Universities Research Ethics
Committee.  All of the social workers who were interviewed were white females who were working in statutory social work teams in England at the time of the child's death.
Participants were recruited by placing information on
 All of the social workers were qualified and experienced social workers with levels of experience ranging from 4 to 15 years.
 Three of the social workers who were interviewed were working in statutory children and families' referral and assessment or duty teams and one social worker was working in a generic neighbourhood team, with child protection responsibilities, at the time of the child's death.
 Three of the social workers involved first came into contact with the children and their families via duty visits, before adopting case responsibility, the remaining case was allocated via case load allocation.
 All of the social workers are still employed in social work related professions.
Two of the workers are now in social work management positions and two are practising in none child protection social work roles.
THE CASES
Anna was the co-worker for a new-born female named Rebecca. The case was originally allocated to Anna due to concerns relating to maternal drug misuse during pregnancy. As a result of those concerns and recognition by the mother of the impact of her drug taking upon Rebecca, she was voluntarily place into care. Rebecca died at the age of three months as a result of a physical assault whilst under the supervision of her new carers.
Beth had been Kieran's social worker during the year prior to his death.
Kieran was a teenage boy who was known to social services due to concerns relating to neglect and physical abuse by his birth parents. Throughout her account of the events surrounding the child's death, Donna frequently refers to her assessment of the family situation, she constantly searches for any omissions in her own assessment that may have prevented the tragedy happening. Donna perceived that both for her own wellbeing and for her future practice, that however initially traumatic, the identification of an error in her judgement or an omission in her assessment would enable her to "move on" and end her on-going search for closure:
In some ways and this is going to sound really bizarre, I think I wanted to be responsible because a child had died and I felt like I needed to take some responsibility err I was making myself find responsibility I think… It was a bit weird
and it is still a bit weird. Thinking I must have done something, I needed to find something that I didn't do right because surely we should be able to stop these things from happening".
Despite being completely exonerated of any blame in relation to Kieran's care, his death had a lasting impact upon Beth, who in line with the other social workers in the study also feels some responsibility for the tragedy.
"I will never ever forget Kieran, I will never forget him. I will never ever forget, the effect that the decision making within the LA had and the way I felt about it. I also feel partly responsible, because maybe I didn't shout loud enough.
All of the social workers who were interviewed spoke of their frustrations at being unable to convince other professionals of the need to take urgent and decisive action in each of the cases : Master Theme Three: The Blame Game. The experiences of participating in individual management reviews or inquiries into the children's deaths.
This master theme explores the experiences associated with the Serious Case
Reviews and inquiries into the children's deaths. For three of the social workers, participating in the reviews was a largely negative and even traumatic event;
however, one worker, Donna, describes a number of positives that emerged, largely as a result of feeling included and listened to during the review. Use of terms such as "tool", "machine" and "cockroach" encapsulate the workers sense of the cold, impersonal nature of the local authorities during the reviews.
Each of the social workers who presented a negative view of the SCR process, emphasised how, in their opinion, the local authority, appeared to ignore their individual needs and distress and did very little to negate or minimise their feelings of alienation and isolation. Anna provides a clear example of this in her assertion:
"We were called to interview as individuals, there was no group debriefing and after we had met with the coroner I could have done with that, I really could, when he sat and read out the child's injuries… The post mortem revealed that the child had got a torn fraenulum and broken ribs; multiple fractures of her ribs and some that had been healed and re-fractured. I felt like I had been hit by a train".
The aforementioned experiences contrast sharply with those of Donna. Earlier, she had described how sensitively she had been informed of the child's death and this template appears to have been followed throughout her involvement in the serious case review: 
THEORETICAL ANALYSIS OF THE RESEARCH FINDINGS
The theoretical analysis of the interview data reveals that a combination of political, procedural, media responses, managerial behaviours and interpersonal relationships, combine to exacerbate the negative impact of the children's deaths upon individual workers and the social work teams in which they practice. There is also evidence within the study, particularly in relation to the experiences of Donna that appropriate responses by individuals and agencies can help to lessen the negative impact upon the workers involved.
Several examples within the study indicate that the grief they experienced as a result of the loss of the children was disenfranchised by the organisations in which the practiced. Defined by (Doka, 2002, p.4) as "the grief that persons experience when they incur a loss that is not or cannot be openly acknowledged, publicly mourned, or socially supported", disenfranchised grief becomes the assumption "that a particular individual does not have the right to be perceived or to function as a bereaved person. The important point here is that disenfranchised grief is not merely unnoticed, forgotten or hidden; it is socially disallowed and unsupported " Corr, et al (2009, p.257) . As the study has provided a holistic overview of the lived experiences Using examples from within the study and supporting literature from a variety of sources, this process will now be described and analysed in more detail.
The Role of the Media.
In relation to the experiences of the social workers in the study, Anna provides an account of how the local media and a popular tabloid magazine conveyed lead stories in relation to the circumstances surrounding Rebecca's death. Anna clearly perceived the articles to be inaccurate, personal and hostile to social work in nature.
She recounts her feelings of powerlessness, frustration and anxiety at being unable to respond to the public, highly visible, criticism of her practice and describes her coworker being "ripped apart" in the process. Anna's and her co-workers feelings are potentially compounded by the unwillingness of their local authority to challenge the publications on their behalf.
Anna's and Beth's feelings have been replicated by a number of other social work practitioners who have themselves been directly involved in case of fatal child abuse.
Martin Ruddock, the allocated social worker for Kimberley Carlile who died in 1986, recalls his "conflicting emotions" at the media and public inquiry response to his involvement in the case. His impassioned and deeply moving account describes the isolation and anxiety he experienced amidst the "tabloid clamour for personal blame and revenge" (Ruddock, 1987, p.14) .
Political Context
It is suggested here that in conjunction with the negative media portrayal of social In connection with the views Parton, several authors (e.g. Reder, 1993 , 2004 , Van Heugten, 2011 have emphasised how child abuse inquiries and serious case reviews in particular, also focus upon areas of individual, usually social worker malpractices, that are perceived as directly contributing to, or at least fail to prevent the deaths of the children involved. Such assertions are evident within the study; from the perspective of the interviewees they either personally felt responsible or perceived that they were made to feel responsible for failing to prevent the deaths of the children. In addition, the interviews provide several examples of individual social work practitioners being directly blamed for the children's deaths. It is reasonable to suggest however, that the "individualisation" of blame in relation to both the perpetrators of the abuse and the workers, served to detract from the wider systemic issues involved.
Anna, Beth and Claire provide a number of instances where, in their opinions, the local authorities in which they practiced used the SCR process to mask deficiencies in such things as service provision, supervisory process and managerial accountability. The format of the reviews themselves, in the cases of Anna and Claire consisted only of "closed" questioning and prohibited them from providing their own personal accounts and experience of events. There is evidence in the interviews that within the SCR review process, some of the workers were simply asked such (closed) questions as whether certain assessments and case recording had been completed on time? Or if the appropriate number of statutory visits had been undertaken? Such questions do not then seek to elaborate upon the quality, context or the inter-personal dynamics that were in operation during those visits and assessments.
Interpersonal Relationships
Any discussion relating to the impact of fatal child abuse upon social workers, must also address the inter-personal relationships that may potentially serve to reinforce the feelings of blame they experienced. At a personal level, the social workers describe how there emerged a professional distance between the social workers directly involved in the events and some service and team managers within the authority. Anna, Beth and Claire perceived that managers and management system were also exempt from the attribution of blame following the reviews, thus creating further "distance" between the individual practitioners and their organisations. They question why the lack of staff support and supervision, reduced training opportunities and poor or no decision making from management was not highlighted within the reviews and how no managers or senior managers were deemed to be accountable for their actions and inaction.
Conclusions
The accounts of the individuals involved represent only a small fraction of the numbers of social workers who have been directly involved in SCRs and child abuse fatalities, despite the fact that all of the workers recounted a number of instances where colleagues have endured similar experiences it must be acknowledged that the representative sample is still very small. Although support is to be found within the recollections of Sharon Shoesmith and Martin Ruddock et al, care needs to be taken before making broad practice analogies. However, it is a reasonable affirmation that those social workers who were interviewed describe their experiences of a working environment in which remain largely unprotected from professional scorn and the public admonishment and a review system that asks same largely irrelevant questions to the wrong people. Potentially the voices of those individuals who are able to make the most telling insights and contributions to our learning are denied a voice. Based on the experiences of the social workers, local authorities are able to ignore the wider systemic practice issues by deflecting attention towards the individuals who are directly in contact with the children and their families. In addition, SCRs create only the illusion of action; detracting from the wider need to address the underlying aetiology of a deeply serious and emotive social issue.
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